SUMMARY Data were collected from children with severe chronic constipation, and the appearance of the anus at presentation was noted. A visibly relaxed sphincter (indicating a degree of reflex anal dilatation) was seen in 20 children out of the 129 in whom this sign was sought. The only differentiating characteristic in this group of children was the greater degree of faecal loading judged on palpation of the abdomen. This evidence supports the hypothesis that constipation of such severity that it was referred to a specialised clinic can produce signs that may lead to an erroneous diagnosis of sexual abuse by anal penetration.
There have been a number of reports urging caution about the diagnosis of sexual abuse in children based on physical evidence alone.' 2 These followed the paper by Hobbs and Wynn3 that described the importance of the anal appearance in children who had been abused. The controversies in both the medical and popular press, and the evidence presented to the Cleveland child abuse inquiry, led me to review details of a long term follow up study of children who had presented with chronic constipation. The standardised history and examination of these children included a record of whether the anal sphincter was visibly relaxed on inspection at the child's first visit.
When the rectum is distended naturally by the arrival of faeces, or artificially by the inflation of a balloon, the internal anal sphincter is inhibited. This anorectal reflex is mediated by the myenteric nerve plexus and modified by the spinal nerves. The reflex is absent from the Hirschsprung's aganglionic segment4 but exaggerated in the neurogenic rectum.
The anorectal reflex was first described in dogs in 1877 by Gowers5 and in 1935 Denny-Brown and Robertson described it in man.6 In a non-constipated control group (n=24) the reflex was seen clearly on anal manometry in all but one patient.7 I had therefore expected to see reflex anal dilatation in all those children who had pronounced faecal loading palpable on abdominal examination, and not in that small proportion of children who had extremely short segment Hirschsprung's disease. I found it impractical, however, to look for this sign routinely as it was often difficult to inspect closely if there was a lot of soiling, and often children were reluctant to be examined in such a way on the first visit to the clinic. Nevertheless I report the findings in 129 children who presented to this tertiary referral centre with chronic constipation between 1979 and 1983 in whom the state of relaxation of the anal sphincter on inspection was recorded.
Details of the child's history with special reference to symptoms of constipation, soiling, anal discomfort, blood passed from the rectum, previous treatment, family background, and social and psychiatric factors were collected on standard questionnaires and the data stored on computer. Details of some aspects of the examination were also recorded including the degree of faecal loading assessed from palpation of the abdomen, and whether the anal sphincter appeared relaxed.
Patients
Data were available for 129 children, of whom 75 (58%) were boys. Their mean age at examination was 5-4 years (range 13-15-5).
Results
Of the 129 children 20 (15%) had visibly relaxed sphincters; 14 (70%) of the 20 were boys compared with 61 of 109 (56%) in the non-relaxed group. The degree of faecal loading felt on abdominal examination was graded from 0 (no faeces felt) to 6 (faeces palpable to the level of the ribs). Faeces palpable to level of umbilicus scored 3. The group with relaxed sphincters had more faecal loading than the nonrelaxed group (table 1), which confirms the associa-Reflex anal dilatation associated with severe chronic constipation in children 833 tion between faecal loading palpable on abdominal examination and the visibly relaxed sphincter. There was no difference in the age at presentation between the groups, the mean (SD) age of the group with relaxed sphincters was 5 6 years (2-45) and for the non-relaxed group 5*33 years (3.07). Table 2 shows the usual bimodal distribution of the age of onset of chronic constipation with no obvious skewing of the data in the group with relaxed sphincters.
I routinely recorded my impression of the child at the end of the first or second consultation; though this is only a rough guide to the behaviour in the consulting room, the assessment was made without bias in relation to sexual abuse as it was done before the current emphasis on the reflex anal dilatation sign was published. Table 3 shows that there were no differences in behaviour between the two groups.
A subjective grading was also made routinely of the overall features in both history and examination that suggested that psychological factors may have been playing a part in the cause or persistence of the bowel symptoms. This impression of the child and family has previously been shown to correlate with a more detailed accumulated score of psychiatric factors calculated from a number of behavioural, familial, and environmental variables collected in the standardised questionnaire.7 The group with relaxed sphincters had less psychiatric disturbances than the non-relaxed group.
I also correlated the appearance of the sphincter with the previous treatments in case the appearance of the anus depended on whether anal penetration by therapeutic agents was the cause of the relaxed sphincter. Table 4 shows little difference between the groups in the treatments which had been given before referral to the clinic. The group with relaxed sphincters had received slightly more invasive treatment as would be expected from the increased severity of their constipation as judged by the degree of faecal loading. Cl.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~C 
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Discussion
These data support the hypothesis that the anal appearances that are said to be characteristic of anal penetration in children who have been sexually abused may be mimicked by chronic constipation. The other features in the history, examination, and progress of the children who had first been recorded as having visibly relaxed sphincters 10 years ago suggested that the difference between them and the children in whom this sign was not seen was the degree of faecal loading. There seemed to be no more psychiatric disturbances among those with relaxed sphincters, and nothing in their subsequent history to support the belief that they had been abused. In only one of the 20 children was there a suspicious later history (case 18, table 5), but there have been no further symptoms during the subsequent four years and no extra help has been sought by his mother despite a recent offer.
It is possible that we may have missed other evidence that some of the children we had assumed to be only constipated had in fact been sexually abused. I Every action taken to protect a child is the result of a difficult decision, and that is why it requires a careful legal procedure. To compare this protection with a safety net, problems may arise if the mesh of the net is too narrow or too wide. If we have a system in which it is so tight that not a single case of abuse is missed, then it is almost certain that innocent people will be wrongly accused. If the mesh is too loose, some cases of abuse will be missed, but it is unlikely that innocent families will be disrupted. It is for society to choose in which direction we should lean, and thereby potentially err. I feel that because of the unreliability of the anal signs described the present system is dangerously close to erring badly in the direction of disrupting innocent families.
